Hodgkin's Disease The term 'early Hodgkin's disease' is used, as a rule, when it is thought that the disease is limited in its extent and when the prognosis appears to be relatively good. Although the disease varies considerably in its course, from patient to patient, it is possible to predict a less malignant course in some patients. It is important to do so, because in many patients in this group the disease may be controlled for long periods, and sometimes completely cured, by energetic radiotherapy. Overall survival rates: Between 1930 and 1954, 300 patients with Hodgkin's disease were seen at the Middlesex Hospital. Patients from whom histological proof of the diagnosis is no longer available have been excluded from the series, but otherwise all patients have been included, however they were treated and however advanced the disease. The crude ten-year survival rate was 20 % (Jelliffe 1965) . Comparable figures from other centres are 22% (Easson & Russell 1963) , 11 % (Nice & Stenstrom 1954 ) and 29% (Peters & Middlemiss 1958) . Sex and survival: The prognosis is better in women than in men. In the present series 18 % of men and 27 % of women survived ten years; Peters & Middlemiss report comparable figures of 24% and 37%. The outlook is particularly good in young women in the 20-40 age group (Jelliffe & Thomson 1955) . Duration of disease and survival: If the duration of the disease before the diagnosis is established, it can be combined with the extent of the disease, and an overall impression of the activity of the tumour can be obtained. Unfortunately the duration of the disease is difficult to assess accurately and this factor has not been considered here. Survival has been measured in every case from the establishment of the diagnosis.
Stage of disease and survival: The extent of the disease at the time of diagnosis is very important. Peters (1950) was the first to relate the extent of disease to the prognosis. In this series, using a previously reported staging method (Jelliffe & Thomson 1955) the patients are divided into three stages (Table 1 ). There is very little difference in the outlook for Stage 1 and 2 patients, who have a ten-year survival rate of 39 %, but the prognosis in the Stage 3 group is very different with a tenyear survival rate of 2 %. Systemic manifestations and survival: In the present series, about one-half of the patients presented in Stage 3, which includes all those with constitutional manifestations, regardless of the clinical extent of the disease. No patient with constitutional manifestations survived for longer than five years.
Most authors stage patients with Hodgkin's disease according to the method advocated by Peters (1950) . This staging system includes in Stage 2 all patients with disease limited to two or three proximal lymph-node groups, whether or not systemic manifestations are present (Table 2) . Table 1 Staging of Hodgkin's disease (Jelliffe & Thomson 1955) Stage 1: Lymph-node involvement in only one main group Stage 2: Lymph-node involvement in two or more adjacent groups, in either the upper or lower half of the body The survival rate of the 2B group is much worse than the 2A group, closely approaching that found in Stage 3 patients. Recently, Lukes (1963) has re-emphasized the importance of these constitutional manifestations in assessing the prognosis. Using the Peters method of staging, he divided not only Stage 2 but also Stage 3, into subgroups A and B, depending on the absence or presence of systemic manifestations. In his series, the fiveyear survival rate of patients with widespread disease but no constitutional manifestations (Stage 3A) is more than twice as good as that of patients with more localized disease and constitutional manifestations (Stage 2B).
Microscopical appearances and survival: The classification introduced by Jackson & Parker (1947) , which grouped Hodgkin's disease into paragranuloma, granuloma and sarcoma, is of great prognostic value in individual cases (Table  3 ) but, unfortunately, in most reported series 80-85 % of patients have disease of the granulomatous type. Lukes (1963) has introduced a histological classification which may prove helpful in dividing up this middle group (Table 4) .
At the Middlesex and Mount Vemon Hospitals, an investigation into the value of this classification is being undertaken at present. As a pre- Table 5 A comparison of the histological material from 70 patients surviving for ten years or longer, and 65 patients surviving for less than ten years classified by a method similar to that of Lukes (1963) No. ofcases surviving Less than Ten years All ten years or more cases Table 5 ; the block diagram (Fig 1) explains the results more simply. As was expected the 'paragranuloma' group did well and the 'sarcoma' group were uniformly rapid in their progress. The subgroups in the centre show a regular gradation. But the most interesting finding is that even the so-called 'benign' paragranuloma does not always do well, and many patients who do well do not fall into this group. Table S arranged as percentages surviving for more than or less than ten years
Fig I Block diagram showing patients in the different groups in

Conclusions
There are many other factors which may influence the course of Hodgkin's disease and one of the most important of these is radiotherapy. In 'early' Hodgkin's disease (Stages 1 and 2) energetic radiotherapy may be followed by cure (Easson & Russell 1963) . The main problem is one of deciding which patient has disease of the type which may be benefited enormously by energetic treatment, and which patient has widespread disease and is therefore unlikely to benefit. Consideration of the various factors described above will help in solving this problem. Before considering the prognosis of early cancer of the rectum it is necessary to define the criteria for use of the word 'cancer' as well as the phrase 'early cancer'. The word 'cancer' (or 'carcinoma' to be more precise) should only be used when there is unequivocal evidence of invasion of adjacent normal tissues by the neoplastic process. Pre-invasive carcinoma and carcinoma-in-situ are not terms widely used in connexion with neoplasia of the intestinal epithelium although in my opinion they are synonymous with the expressions adenoma, papillary adenoma and villous papilloma.
The Dukes classification, now widely used throughout the world, has proved to be a most useful guide to prognosis (Bussey 1963) . The earliest stage of this classification is the 'A' case in which growth is confined to the bowel wall and there are no lymphatic metastases. It has been shown that patients treated by excision of the rectum for cancers at this stage are, with few exceptions, cured of their disease.
Early rectal cancer is defined, for present purposes, as invasive carcinoma that has not spread in direct continuity beyond the submucous layer, regardless of the presence of blood-borne or lymphatic metastases. Out of a total of 2,305 rectal cancers admitted to St Mark's Hospital between 1948 and 1962 only 76 (3 3%) came into this category. This low incidence not only means that rectal cancer is rarely detected at an early stage in its natural history, but also that individual pathologists cannot expect to see more than occasional examples of so-called 'malignant polyps'.
In view of the rarity with which very early rectal cancer is diagnosed, an investigation was made into the incidence of Dukes A, B and C cases for each five-year period in the years 1928 to 1962. This showed that the incidence of Dukes A cases remained approximately the same throughout this period at about 15 % of all cases; the incidence of Dukes B remained the same at about 35 % and the incidence of Dukes C cases the same at about 50 %. These figures suggest that cancer of the rectum is not being diagnosed any earlier today than thirty-five years ago. However, these observations must be considered together with the great increase in the resectability rate of rectal cancer from 46-6% in 1928-32 to 93-1 % in 1953 -7 (Bussey et al. 1960 ) as well as with progress in the prevention of rectal cancer by the detection of precancerous lesions.
Lymphatic Metastasis in Early Cancer
The incidence of lymphatic metastases according to the degree of local spread in continuity has been calculated for a consecutive series of 2,084 tumours treated by excision of the rectum. In 46 cases in which growth was limited to the mucosa and submucosa the number with lymphatic metastases was 5 (10 9 %). For growths spreading in continuity beyond the submucosa but still confined to the bowel wall the incidence was 12-1 %; and for growth spreading in continuity through and beyond the bowel wall the incidence rose to 58 3 %. It would appear that until penetration of the bowel wall has taken place the chance of lymphatic metastasis having already
